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A community-based health care programme in the 
Machakos District of Kenya 


INTRODUCTION 


The Machakos story as it is told here is about two 
things: a training method and the structure necessary 
to support the young training programme. 


Machakos is a story told in government, church, and 
World Health Organization publications of a 
successful training programme for community 
health care workers. Here, as in the original report on 
which this article is based, Machakos illustrates a 
training method and how it worked to empower 
community health care workers and provide them the 
skills and understanding they needed to do their job. 


The training method used in the Machakos 
community-based health care programme is known 
by a variety of names: the psycho-social method 
for adult learning, the problem-posing approach, 
training for transformation, participatory learning, 
and lifelong learning for change, to name a few. In 
this issue of Contact, we present this method in the 
Machakos context. The fundamental principle of the 
approach—empowerment through participation of 
the people—remains universal. But the training 
needs, the training content, criteria for the selection 
of trainees, and so on are specific to the early years of 
the Machakos community-based health care 
programme. 


However valid a training method may prove to be, its 
application in the community requires structural 
support. In the case of Machakos, support was at 
three levels: national, diocesan, and community 
(comprising that of both formal and informal 
leadership sectors). 


Enthusiasm over the community-based approach to 
health development can sometimes obscur the 
importance of the support network behind it all. We 
hope that the place and necessity of both is clear in the 
pages tocome. 
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"We have done it ourselves!""— 


a community-based health care programme 
in the Machakos District of Kenya 


When I first met with this approach to learning, I 
felt as if anew world had opened up, a process of 
liberation had begun. 


—former coordinator of the 
Machakos programme 


Before I was nothing. Now I am a community 
health worker. 
—a woman in Kaumoni village 


The woman of Kaumoni has voiced not only herown 
feeling of empowerment, but that of people awaken- 
ing to empowerment the world over. Empowerment 
is liberation. Liberation from oppression by poverty, 
disease, ignorance, isolation, or by cultural and po- 
litical systems which sustain that oppression. 


Sociologist Paulo Freire maintains that people who 
are oppressed see themselves as objects controlled 
by outside forces—the cultural or religious norms, 
the pressures of a political system, unknown eco- 
nomic forces, fate, destiny, luck, the “will of God.” 
They do not have, nor do they expect to have, 
significant control over their lives, their livelihood, 
their place in society, their access to land or educa- 
tion, their health. Freire regards such oppression as 
a fundamental condition of modern times. Its oppo- 
site, liberation or empowerment, must therefore be 
the supreme human objective. The great task facing 
oppressed people everywhere, then, is to humanize 
their existence, to become self-determining indi- 
viduals. 


“Before I was nothing. Now I am a community 
health worker.’ The woman of Kaumoni could also 


Adapted from a report by Jerry Crowley, prepared 
for and published by the Medical Department of the 
Kenya Catholic Secretariat, July 1987. 


be saying, “Now I have some status in the commu- 
nity. I have become a person of some significance. 
I now understand something about our bodies, what 
keeps them healthy and what makes them ill. I have 
acquired new knowledge and new skills, and the 
confidence to share them. Now I am somebody, and 
Iam having aneffect onmy community.” 


A process of transformation 


To achieve such a change in consciousness both for 
the individual and for society, the process that Freire 
termed conscientization is necessary. Four aspects 
distinguish conscientization from other approaches 
todevelopmentor social change: 


¢ The transforming process is on-going and ever- 
deepening. Itis never completed. There is no “final 
revolution.” It begins with the raising of awareness, 
leads to action, and is followed by reflection. This 
process leads to increased awareness, which in turn 
leads to further action. 


¢ The process of conscientization takes place within 
a group. The communal raising of awareness em- 
powers community action. 


¢ Conscientization enables people to truly under- 
stand their situation and to look deep into the social 
conventions that affect them. 


¢ Although the process of conscientization may 
begin with efforts to relieve hunger, increase in- 
come, or improve health, its ultimate aim is to 
change unjust social, economic and decision-mak- 
ing structures which are the root causes of poverty 
and oppression. 


Promoting self-responsibility 
In the Machakos Diocese, the newly established 
Development Office of the Kenya Catholic 


Secretariat had, since 1974, been promoting a variety 
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of self-reliant approaches to development, based on 
the awareness-creating methodology elaborated by 
Paulo Freire in Brazil. 

The general goal of the Development Office pro- 
grammes, Machakos among them, was defined as 
follows: “Our goal is to be catalysts, helping people 
to take an active share in shaping their own lives. 
This incorporates dignity, justice, freedom, caring, 
sharing, building community, building a kingdom of 
right relationships based on our Christian values.” 
Such a vision meant that a health care programme 
looked “not only at the sicknesses but also at the 
whole person, at the person’s environment and 
community. The sick person must not simply come 
to you, but you must go out to where the person 
comes from and help that community to recognize 
and overcome its own problems.” 


Machakos osDistit and io 


of the area has None Heercnne ee . 
_ fertile areas also suffer fromi intensive cultivation, 
over-stocking, and the destruction of tree cover. 


Despite the fragility of its environment, the Ma- 
chakos region is supporting increasing numbers — 


of people. With its population growing | at the 


national rate of about 4% per year, by the year 


2000 Machakos will have over r2 million HOD 
A mobile people 


Traditionally, the Kamba were farmers, pastoral- 
Modernization and the legal 


ists, and hunters. 
protection of wildlife, however, have virtually 
eliminated their hunting role. At the same time, 


the population increase and the resulting pressure 


on usable land have given rise to a new mobility, 
especially among Kamba men. In areas where 


land is very poor and there are no employment op- 


portunities, over 30% of the men have left home 


The need for primary health care 


The government of Kenya, in its 1984-1988 Devel- 
opment Plan, recognized the need for primary health 
care as a practical and cost-effective way to reach 
rural populations, suchas the Kamba. In addition, “to 
reduce pressure on existing static health facilities in 
rural areas, the approach of Community-Based 
Health Care (CBHC) will be strengthened and ex- 
panded. Existing rural health units will be the centre 
of operation for these community-based health care 
programmes.” 


The national political climate was clearly favourable 
to the primary health care/community-based health 
care approach, but the Machakos programme was 
actually born of an immediate need rather than a 
statement of political will oreven Christian values. 


igration to the towns 
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Another outcome of mobility and jnodemieation ee 
has been the breakdown of traditional social or-. 
ganization. Traditional Kamba society did not 

have a stratified political structure, no single chief _ 

orking. The family homestead, where a man lived — 
with his wives. and children—and perhaps the — 
| _ families of his sons—was the focus of life. Nei gh- SS 
_ bouring homesteads (perhaps 100 or more) were _ 


grouped into a village, where communal i issues o 


form of leadership survives tod but in he 
shadow of the modern, political-administrative 


system of appointed chiefs and assistant chiefs. _ 


Any attempt to promote social change at village : 


| programme, invariably needs the support of ofboth 


groups of leaders. 
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The district/diocese is shaped like a long, narrow triangle. At its 
nearest point, the triangle isonly 20 kilometres from Nairobi. 


The beginnings of the Machakos 

CBHC programme 

1975 and 1976 were years of severe drought and 
consequent famine in the dry lands of the Kamba 
people. In the face of the widespread malnutrition 
that followed, the Kenya Catholic Secretariat felt the 
need to promote better medical services in the 
poorer, more remote, and neglected areas of the 
region. It was Machakos’ arid, sparsely-populated 
administrative division of Yatta that, in 1978, was 
chosen by the Diocese of Machakos as the site for a 
pilot PHC project. 


Yatta Division is one the district’s most remote and 
poorly-serviced areas. The land is mainly poor and 
dry. The main food crops are maize, pigeon peas, 
cowpeas, and beans. The only cash crops are cotton, 
tobacco, and sunflower seeds. Most families own 
cattle and goats. Several Catholic mission hospitals 
and clinics existed in the diocese and some operated 
mobile clinics, but, as was the case with government 
services, the coverage was uneven and did notextend 
to the most needy areas. A survey of needs was 
undertaken, and a Dutch woman with long experi- 
ence in Uganda as a nurse and nursing tutor was 
recruited to launch the Machakos community-based 
primary health care programme. 


Programme objectives 


The precise objectives of the Machakos CBHC pro- 
gramme were defined as follows: 


e To initiate community-based efforts towards 
self-reliance in achieving improved health for the 
whole community. 


¢ Todevelop cadres of community health workers 
who would: 
—create awareness of preventable diseases 
—improve environmental health 
—teach recognition and simple cures for most 
common illnesses 
—improve child-feeding practices 
—stimulate interest and self-reliance in health 
practices at village level 
—provide links between the community and 
static health facilities 
—encourage existing women’s groups to include 
health on their agenda. 


Getting things going 

To announce the programme, a meeting was held 
with the chief of Kenyatta Location (the site selected 
for the first training course), the three assistant chiefs 
of sub-locations within the area, the local county 
councillor, and a representative of K.A.N.U. (the 
tuling political party). It was intended to have a 
baraza (public meeting) to publicize the pro- 
gramme, but the death of Kenya’s first president, 
Mzee Jomo Kenyatta, on 22 August 1978 meant that 
all such meetings were temporarily suspended. 


Lessons learned from the pilot project (the omission 
of the baraza mentioned above, for example, was 
later considered a great drawback) and later difficul- 
ties in sustaining the activities of the CHWs led to 
more careful launching of CBHC programmes and to 
a deeper involvement of the community from the 
very beginning. In fact, a training programme is now 
started only in response to requests from the local 
community. 


At first, the selection of suitable participants was left 

to the local assistant chief, the village elders, the 

parish council, and women’s groups. Trainees were 

required to: 

1. be married women, preferably with children (later 
training courses included men); 

2. belong to the area and live within two hours walk- 
ing distance of the training centre; 

3. be educated up to Standard 6 level and, for the 
initial courses where the trainers spoke only 


English, be able toread and speak English; 
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Traditionally, the Kamba were farmers and hunters. In the Machakos District, in areas where land is poor 
and hunting now prohibited, over 30% of the men have left home to seek work elsewhere, such as at this Coca 
Cola plant in Kisumu. The women are left with direct responsibility for the well-being of their families. 


4. be willing to work in the village on a voluntary 
basis; 

5. have written permission from their husbands to 
participate in the course and to act as voluntary 
health workers. 


Equipment and resources 


A set of basic equipment was bought for the pro- 
gramme, including cooking equipment, eating uten- 
sils, sleeping gear, and teaching materials. From the 
beginning, training courses were held in the location 
where CHWs were to work. Thus the community 
took responsibility for finding accommodation anda 
classroom, and helped build shelters for cooking and 
bathing. Funding for the programme (covering 
vehicle, staff salaries, workshop expenses, and of- 
fice equipment) was provided by CEBEMO, a Dutch 
funding agency. The Diocese of Machakos provided 
a furnished house for the expatriate coordinator. 


The process and content of the training, 
or ‘When are you going to teach us?” 


“The method we used is revolutionary,” explains the 
former programme coordinator. ‘According to 
Kamba custom, a woman sits and listens when the 
men talk. So, in the beginning, when we started using 
this method, the women were puzzled. They kept 
silent, even though no men were present, and won- 
dered what it was all about. So it happened that after 
the first week, during the evaluation, the question 
tine “When are the teachers going toteach us?” 


Even now, years after these first workshops of the 
Machakos programme—after scores of training 
courses, follow-up workshops, awareness-raising 
sessions and training-of-trainers seminars—there is 
still no fixed syllabus for training workshops. This 
can be disconcerting, not only for passive partici- 
pants who expect to be “taught” but also for inter- 
ested visitors who want to “see,”’ development jour- 
nalists who want a basic script to “write up,” public 
health professionals who want to be sure that the 
training is “relevant,” and funding-agency represen- 
tatives who want to see evidence of how the money 
is spent. 


Start with what the people know 


“We bought locally-made stools and sat in a circle. 
No one stood in front as a teacher,” said the former 
coordinator, speaking of the first workshops under- 
taken as part of the Machakos programme. 


Then as now, courses begin with discussion to find 
out: 


¢ what problems the women face in their homes and 
immediate environment, particularly in regard to 
health; 

* what the women already know about sickness and 
health; 

¢ what are their expectations for the training course. 

In the course of discussion, participants themselves 


outline the issues that interest them and those they 
wish to address. The issues that usually emerge are 


common to most rural areas: nutrition, hygiene, 
water, common illnesses, pregnancy and child care, 
and women’s diseases. Through a process of on- 
going evaluation, particular interests and local needs 
become more sharply defined. If, however, the 
course leaders realize that some major and common 
health problem has not been raised, they feel free to 
draw attention to it by saying, for example, “When 
we were in the training course at Milimani, the 
women there told us that many people were suffering 
from such-and-such. Have you ever seen this in your 
own village?” And very often they have. 


Setting the agenda and “housekeeping” 


When course participants have listed their main 
concerns, the task of the trainers is to group these 
concerns in a logical order and then devise ways to 
promote participatory discussion on the major topics 
that emerge. Normally, only one topic is dealt with 
each day, so that a weekly schedule might look like 
this: _Monday—nutrition, Tuesday—child care, 
Wednesday—common diseases, Thursday—hy- 
giene, Friday—women’s problems and evaluation. 
The time-table for the week is worked out by com- 
mon consent and adjusted when necessary. 


The trainees themselves are responsible for keeping 
the training centre clean—classroom, “dormitory,” 
cooking area, latrine, and the surroundings. Ifa task 
is not done properly, it is mentioned in the group or 
during the weekly evaluation. The participants also 
schedule household duties, assigning tasks among 
themselves, such as budgeting, buying of food, 
menu-making, cooking, dishwashing, sweeping, 
and time-keeping. 


Problem-posing approach 


In the psycho-social method described here, discus- 
sion of any particular topic usually begins with a 
code. A code is a thought-provoking “starter.” Itcan 
be a brief role-play, a story, a song or mime, a poster 
or photograph, or a flannel-graph. But to be a code 
it must pose a problem or stimulate a new way of 
looking at familiar situations. For example, to start 
a discussion on malnutrition, a drawing like the one 
on page 6 is put up. It shows a young woman leaving 
the compound with a basket of food to sell in the 
market, while a sickly child is being fed by a sad and 
weary grandmother. Members of the group are given 
time to study the picture carefully, in silence. The fa- 
cilitator then asks the whole group: 


¢ What doyou see happening in the picture? 
¢ Doyoueversee this happening in your village? 


¢ What problems result from this? 


Everyone is free to offer an answer and the facilitator 
repeats each answer to make sure that every opinion 
has been heard and understood. This is particularly 
necessary at the start of a training course when 
participants may hesitate to speak. 


Next, the participants are divided into small “buzz” 
groups of three or four people to discuss two further 
questions: 


e Whatcauses sucha situation to happen? 
e Whatcan we ourselves do about sucha problem? 


Achance tospeak 


The use of small discussion groups gives quiet par- 
ticipants a chance to speak and ensures that 
everyone’s opinion can be heard. Usually, one 
person from each small group is chosen to report 
back to the group, while the facilitators record the 
various opinions or recommendations on large 
sheets of paper. This simple process begins to 
transform passive learners into active participants. 
In response to the opinions and concerns of the 
trainees, the course leaders then offer appropriate 
input on a particular topic—how to recognize 
measles, how to treat infant diarrhoea, or how to 
ensure a balanced diet fora family, forexample. 


For every major topic raised and discussed in this 
way, the facilitators try to prepare for the discussion 
by carrying out alocal survey. 


Appropriate surveys 


In the psycho-social method, a survey is not some- 
thing done by an outsider with a pad of paper and a 
set of pre-determined questions. It is best done by 
members of the community who have been trained to 
observe what is happening in their own community 
and to “hear” in a variety of informal, unstructured 
ways what the community’s real concerns may be. 
During the course, participants undertake surveys on 
issues such as: 


¢ Hygiene/water. The group visits local water 
sources and raises the following questions: What 
did we see at the water source? How can good 
water become bad? What disease can we get from 
bad water? How can we prevent these diseases? 
What can we doin this community to improve the 
water source? 

¢ Food/diet. The group visits the local market and 
answers questions about what they see: What 
vegetables are sold? What are the prices? Can 


you bargain? The women then create a balanced 
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menu for their meals, based on what food can be 
obtained at the market. 


The dispensary. The group investigates the dis- 
pensary. They ask, Who comes to the dispensary? 
What illnesses do they have? How are they re- 
ceived by the staff? What kind of medical treat- 
mentdo they receive? 


Drugs in the dukas (Kiswahili for shop). At the 
duka, the group asks What medicines are available 
for what illnesses? What advice (if any) do the 
shopkeepers give to those who buy? This often 
leads to discussion with the shopkeepers and 
among the trainees themselves about the correct 
use of drugs. 


Home visits. Before the first one-week break in a 
training course, the trainees (in groups of three or 
four) visit homes in the neighbourhood. They 
report back on what they hear and see. The trainers 
then advise on how to act and what to look for when 
the trainees begin visiting homes in their own 
villages. 


¢ Schools. The group checks for scabies, ringworm, 


In the problem-posing approach, discussion of a topic usually begins with L) 


a code (see page 5).__—‘ This picture code was used in Machakos training 


and roundworm in several local schools, to learn 
what kind of health instruction may be most 
needed amongst school children. 


Every survey is intended to lead to discussion and 
practical action. 


tft 


Practical daily demonstration 


When an important topic has been thoroughly dis- 
cussed (either in response to a code or as a result of 
a local survey), the knowledge is made practical in 
the daily running of the course, forexample, 


Food/diet. Once the trainees know what to look 
for in the local market, they make a menu for the 
whole week, budget for the food, and buy it. Then 
they cook it themselves. The quality of diet and 
level of nutrition of these meals invariably im- 
proves during a training course. 


¢ Water. When there is no clean water source near 


the training location, participants draw water 
from a river or dam and boil it for drinking and 
cooking. 


¢ Cooking. One afternoon per week (after a morning 


discussing nutrition) is devoted to practical les- 
sons in cooking. Depending on the morning’s 
topic, the demonstration involves the preparation 
of food especially for a pregnant woman, an 
anaemic person, or a child with kwashiorkor, for 
example. 


¢ Pregnancy and childbirth. If there is a maternal 


lie 


and child health and antenatal clinic near the 
training site, the trainees see how to palpate a 
pregnant mother, asses the lie of the baby, and 
weigh infants. A doll is used to practise delivery 
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courses to explore the subject of malnutrition. Trainees begin the discus- 
sion by answering the question, "What do we see happening in the picture?" 
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Rapt attention (above)... 
as the training team 
performs a role play 
(below). 


techniques and resuscitation, for example, so that 
later they can assist at deliveries when necessary. 
On the day devoted to child-care, the afternoon is 
spent repairing torn clothes or making clothes for 
children. 


After training, what? 


As from the beginning of the Machakos programme, 
home visiting has been a major activity for all 
CHWs. Most spend twoor three afternoons per week 


either visiting homes or with women’s groups. The 
number of homes a CHW is responsible for varies. In 
the first areas chosen in Yatta, the areas covered were 
large, with one CHW responsible for up to 200 
homes. Experience showed that this was impracti- 
cal, so training later became more localized and the 
size of the areas reduced. 


During a home visit, the CHW discusses a number of 
health-related subjects with the mother: the health 


of her children, problems of hygiene or nutrition, or 
r 


practical ways to improve the home environment, for 
example. When the CHW returns home, he or she 
records the visit in a book and notes any improve- 
ments made since the previous visit. Nothing is 
written during the visit itself, since this actually 
proved to be a block to communication. The records 
are given to the local coordinator during regular 
monthly meetings of the CHWs. The figures for the 
month are then tabulatéd and sent to the Diocesan 
office in Machakos. 


The distribution of first-aid boxes to CHWs was not 
envisaged at the beginning of the programme. But 
many CHWs said they felt helpless only giving 
advice to people far from a hospital or dispensary. 
Later, it was decided to give a certificate and a first- 
aid box to each CHW who remained active for a 
period of six months. These visible and practical 
forms of recognition of work done by the CHWs help 
motivate them to continue serving their community. 
A set of basic remedies are supplied for the common 
ailments. The CHW charges the patient for any 
medicine given and must account for the money 
every time the supply needs to be replenished. So far, 
among scores of CHWs and thousands of clients, 
only one case has been reported of the wrong medi- 
cine being given. 


Spreading the word 


Women’s groups provide a setting for sharing infor- 
mation. Kamba women, perhaps more than those of 
any other ethnic group in Kenya, have a tradition of 
forming village mwethya or mutual help groups. 
Every woman CHW belongs to such a group. Most 
groups meet once or twice a week to share communal 
work, to sew or weave together, or to chat. Many 
CHWs take the opportunity to teach the women about 
nutrition, health, and hygiene. 


Primary schools in most areas now welcome the 
local CHWs who give lessons and demonstrations in 
preventive health and hygiene. Surveys done in 
schools for common childhood ailments and on 
health-and-hygiene conditions in the pupils’ homes 
provide useful information. 


Teaching aids help the CHWs to communicate 
health information. Each CHW receives a flannel- 
board, pictures, posters, and books such as Where 
There is no Doctor or Health in the Home and a 
cookery book. More recently, a manual entitled 
Simple Treatment Book, compiled in both English 
and Kikamba by members of the training team, has 
a added to the first-aid box given toeach CHW. 


Follow-up and support 


The kind of follow-up and support system planned 
for the Machakos CHWs called for an immense 
commitment of time and energy on the part of the 
training team. The basics of follow-up, laid down at 
the start of the programme, included three main 
elements: 


¢ an annual refresher workshop for all CHWs 
trained; 

¢ monthly or bi-monthly visits by the training team 
to meet with the group of CHWs from a particular 
area. 


¢ yearly visits by team members to the community 
(including the women’s group, local school, and 
village elders) ofevery CHW. 


During the first three years of the programme, in the 
context of follow-up the training team made numer- 
ous individual and group visits, and conducted two 
one-week refresher workshops attended by about 
three-quarters of the CHWs. As the programme 
expanded, however, intensive follow-up by the core 
training team became less feasible. When Area 
Coordinators were appointed, the tasks of follow-up 
and continuing motivation were increasingly left to 
them. 


This is how the training team summarized their 
observations after a series of home visits to the 
CHWs: 


The local people know most of the CHWs and 
come for advice. We noticed this in the way 
people responded to them and the way they were 
welcomed and talked to. 


The elder of the village would walk with us and 
visit homes. Cooperation between the CHWs and 
the elders was good. 


We got to know the CHWs better in their own 
surroundings. They had implemented what they 
had learned. All of them had a latrine, a dish- 
wash stand, a clean home; and: their children 
were well-dressed, well-fed and clean. 


We have seen the difficult circumstances under 
which they have to work suchas the heat, the long 
distances they go on foot, and the frustration of 
finding no one at home; the lack of food and water 
during the dry season. 


When testing the knowledge of the women in the 
women’s groups, we discovered that they had 
already learned many things regarding health. 


Several health plays were performed. This meant 
that these topics had been taught by the CHWs. 


After the survey in the primary schools at 
Ekarakara, we saw that the number of cases of 
scabies dropped from 1110 to 198. 


Newwomen’ s groups were Started. 


Mothers have been taught about rehydration 
fluid when children have diarrhoea, and the 
CHWs reportno more deaths due to dehydration. 


New latrine has been built and others are being 
built. 


Some have built dishracks. 


Children who suffered from kwashiorkor and 
marasmus were improved due to the teaching of 
the CHWs and greater use of the milk provided by 
CRS atthe dispensary. 


Vegetable nurseries were tried. Some succeeded, 
and some failed due to the lack of rain. 


One women’s group had been invited several 
times to perform health plays in another village at 
the invitation of the District Development 
Officer. 


One women’ s group Started to make water jars. 
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An Area Coordinator (right) visits homes as oat of her support to 
CHWs (left) (dish rack visible in background). 


Encouragement for the trainers 


These visits served both to up-date and encourage 
the CHWs but also to convince the trainers that their 
work was effective. 


The coordinator reported, “In Ekarakara we visited 
eight primary schools, with a total of 2112 children. 
The CHWs had conducted a campaign against 
scabies in the schools. We examined all the children 
and found that only 198 still had scabies, whereas six 
months earlier the number was 1110! From visual 
assessment we estimated that 478 children probably 
had roundworms. We found that only 391 children 
had a latrine at home, so we launched a new 
campaign to get rid of roundworms by building 
latrines in the homes and boiling drinking water for 
the small children. Every child took this message 
home. The headmasters and teachers were very 
helpful and encouraged the CHWs to continue 
teaching, as they had seen the result of the campaign 
toeradicate scabies.” 


The support element of the Machakos programme 
was key in motivating both trainers and CHWs, as it 
will be for any successful CBHC programme. 
Everyone needs encouragement—particularly when 
attempting something new. 


fe 


6. 
a 

8. 
9. 


“spacing 8 : 
_ Abnormal growths in the abcon 


Pregnancy: how it occurs, what oe 


Ectopic pregnancy . 
Abortions: causes and preventio 
Risks during pregnancy 
Minor and major complain 


How to stay snee durin BF Suuknnrcnan 


Care of the breasts 


se e problem-posing 


how to help each 


other, self-r 
| 19. Bible readings - 


Belonging and accountability 


The question of belonging and answerability has 
been addressed in numerous ways in numerous PHC 
programmes. CHWs trained as part of the Machakos 
programme are not clearly identified either with the 
church, with existing medical services, or with the 
government administration. Support may be pro- 
vided from these institutions, but the CHWs do not 
“belong” to any of them. They do not fit into their 
existing structures, nor are they directly answerable 
tothem. 


In the case of Machakos, an attempt was made from 
the beginning to build up a shared identity among 
CHWs as a new and distinct cadre in the commu- 
nity—with some administrative links to the church 
and, wherever possible, good working relations with 
existing health services. In a sense, the programme 
is accountable only to itself, and to the values which 
inspired it. This means that the service of the CHWs 
in the villages must continue to be a direct response 
to the needs expressed by health-aware communities. 


Sooner or later the Machakos programme and other 
CBHC programmes in Kenya will need to become 
part of an integrated, more highly coordinated ap- 
proach to addressing nutrition, water, hygiene, and 
other health-related issues. Meanwhile, institutions 


such as the Diocese of Machakos is in an ideal 
position to promote small-scale, local integration as 
a possible model for government structures at the 
district level. 


Collaboration in training and reflection 


Community Health Workers Support Unit 
(CHWSU) 


As indicated earlier, since the late 1970s there has 
been in Kenya an increasing interest in primary 
health care. Church-related programmes were first 
in the field, and various NGOs continue to be at the 
forefront of CBHC expansion. A pilot project in 
Western Kenya between 1977-1979 (sponsored 
jointly by the Ministry of Health and UNICEF) has 
also had considerable influence on Government 
thinking. But it was not until 1987 that the Ministry 
of Health, working together with non-governmental 
organizations, produced guidelines for primary 
health care. The guidelines are, in essence, the 
government policy regulating all agencies involved 
in CBHC. 

In 1979, the African Medical Research Foundation/ 
The Flying Doctors (AMREF), which is the foremost 
NGO involved in health care in the East African 
region, organized two seminars for people involved 
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At Ekarakara, three CHWs work part-time with the feeding programme 
12 and use the opportunity to teach mothers about nutrition and hygiene. 


in CBHC in the region. The consensus emerged that 
there was a need for on-going information-sharing, 
training (capacity building), advocacy with govern® 
ments, and cooperation among organizations pro- 
moting primary health care. To this end a coordinat- 
ing committee was formed at the national level, 
comprising representatives of the country’s key 
CBHC programmes, interested NGOs (e.g. 
AMREF, World Neighbors, the Kenya Catholic 
Secretariat), the Ministry of Health, the University of 
Nairobi Community Health Department, and 
UNICEF. The work of the committee was divided by 
region, resulting in the formation of regional and 
district coordinating committees. These committees 
took responsibility for: 


* organizing Training of Trainers (TOT) courses 


¢ standardizing CBHC approaches, strategies, and 
practices 


¢ sharing information and innovations 


¢ undertaking joint evaluation of the CBHC 
activities 

* organizingrefresher courses. 

Originally, AMREF was intended to assume simply 
the lead role among the cooperating bodies, but by 
virtue of the full-time medical and support staff 
attached to the unit, the organization rapidly became 
the dominant partner, and the work of the unit an 
independent AMREF programme. 


Aims ofthe CHWSU 


The principal aims of the Community Health Work- 
ers Support Unit were: 


¢ todevelop a system for facilitating the exchange 
of information, ideas, and expertise amongst all 
groups concerned with CBHC; 


¢ to provide advisory support to CBHC projects in 
Eastern Africa in planning and evaluation and in 
training trainers/leaders of CHWs; 


¢ to influence health policy makers and planners 
(both government and NGO) to place greater 
emphasis on promoting prevention, through 
facilitating voluntary self-help activities beyond 
the dispensary; 


* to serve as an information/promotion centre and 
a facilitating agency for visits (cross- 
fertilization) between CBHC activities; 


* to promote a training and leadership system 
tailored to the special challenges of CBHC. 


To a great extent, these objectives have been real- 
ized, but the real impact of the support unit has been 
in the area of training. Since its formation in 1980, 
the unit has conducted numerous TOT courses in 
Eastern Africa, graduating hundreds of trainers. In 
the TOT context, much thought has been given to: 


¢ the applicability of the term CBHC to a particu- 
lar programme 

¢ the meaning of the term community health 
worker 

¢ thesuitability of an applicant for TOT courses 

¢ thecontentof TOT courses. 


Content of TOT Courses 


The TOT course comprises three one-week work- 
shops, at intervals of two to three months to enable 
participants to carry out practical assignments in 
their communities between workshops. The psycho- 
social method, as described on page 1, is used 
throughout. At least one of the three phases is held 
at a site where field visits to an existing CBHC 
programme can be arranged. Major topics covered 
in the course include: 


¢ concepts of self-reliance and development as 
they relate toa CBHC programme 


¢ methods of helping adults tolearn 
¢ basic skills for processing information 


¢ planning andevaluation in CBHC programmes. 
A guiding star 

At a crucial stage in the development of the CBHC 
idea, the AMREF-based support unit was vital in 
promoting CBHC programmes such as Machakos. 
In return, the principles of the Machakos pro- 
gramme, which focussed so strongly on empowering 
people to take responsibility for their own health, had 
a major influence on the philosophy of the CHWSU. 
This influence accounts in part for the shift from the 
concept of primary health care to that of CBHC. 
Community-based health care is one form of primary 
health care, and its principles understood and put into 
practice constitute a far more radical approach to the 
issue. 


In the ten years since its creation, the CHWSU has 
evolved significantly, for a number of reasons. 
CBHC in Kenya has seen rapid expansion, with a 
multiplication of parties involved. In addition, as a 
result of training there has been an increase in levels 
of skill and experience at the periphery, with indi- 
viduals trained as part of the programme assuming 


greater and greater independence. 
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As a result of these factors, the role of the CHWSU 
has diminished—and possibly this could be consid- 
ered a sign of success for any organization involved 
in promoting the community-based approach 


Nonetheless, the presence of a resource agency, or 
guiding star yet remains of vital importance in the 
beginning stages of a CBHC programme. In the case 
of Machakos, it happened that AMREF served in this 
capacity. Another country, another programme, 
another guiding star.... 


The challenge for the future 


It is at the district level that a radical approach such 
as that of the Machakos programme—based on 
empowerment—can be proven practicable, 
economical, and effective. The challenge facing 
such programmes is to show conclusively, by better 
use of baseline data and subsequent quantitative 
measurement, that the work of voluntary health 
workers in the villages is having a sustained and 
measurable effect on the health and well-being of the 
community. * 


"I don't think those community health workers have made any impact 


on the health of the community." 


—DMinistry of Health official, Machakos, August 1985 


"Unless we adopt the same approach as this programme, I don't think 
we will ever succeed in reaching the majority of the people." 


—thesame official, June 1987 
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USEFUL PUBLICATIONS 


Community Health Workers in National 
Programmes - Just another pair of hands? 


Edited by Gill Walsh 


Based on a comprehensive study from the London 
School of Hygiene and Tropical Medicine, this book 
gives an overview of the evolution of the concept of 
the Community Health Worker (CHW), problems 
concerning evaluation, the need for CHWs, and the 
costs of CHW programmes. The final chapter looks 
beyond the problems of today in suggesting how 
CHW programmes could become more successful. 
This book would be particularly useful for PHC 
programme managers. 


Available from: 


Open University Press 
Milton Keynes 
UK 


Medical Administration for Frontline Doctors 
by C. Andrew Pearson 


This book shares the great insight into district 
hospital administration gained by Dr Pearson during 
his 30 years in Nigeria. There he championed the 
need to train doctors to deal with the situations they 
would face in the rural areas, and developed the 
course (from which this book emerged) for the post- 
graduate training of doctors in General Practice. It 
covers such topics as personnel management, 
medical records, drugs and supplies, training, and 
even construction. It will be very useful for doctors, 
nurses, and others who find themselves “in-charge” 
of district level hospitals in developing countries. 


Available from the publishers of Africa Health 
journal at the following address: 


FSG Communications Ltd 
57 Whitechapel Road 
LondonE1 1DU 

UK 
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A New Agenda for Medical Missions 
Edited by D. Merrill Ewert 


The world has changed dramatically since the 
beginnings of the medical missions movement in the 
1800s. This book presents the perceptions of 14 
authors, each with extensive field experience, of how 
alert medical missions have adapted to these 
changes, and their projections for the future. Full of 
practical examples and ideas, it is a must for anyone 
who is or plans to be engaged in Christian health 
ministry. 

Available from: 


MAP International 
Box 50 

Brunswick 
Georgia 31521 
USA 


Health, the Bible, and the Church 
by Dr Daniel E. Fountain 


Dan Fountain draws on his 30 years as a medical 
missionary in a wide ranging discussion, the stated 
purpose of whichis “1) to contrast the secular and the 
biblical world views and examine the effects of the 
secular world view on our current practices of 
medicine and health; 2) to study important principles 
of the biblical faith and their implications for 
Christian ministries of health and healing; 3) to 
discover how to communicate effectively these 
principles to those who hold a secular world view or 
the world view of another culture; 4) to plan 
strategies for the church to promote health and 
healing.” A potentially useful book for those 
interested in physical, mental, spiritual, and social 
wholeness. 
Available from: 

The Billy Graham Center 

Wheaton 

Illinois 60187 

USA 
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published in Portuguese in Geneva, Kiswahili in Kenya and Tanzania, and Arabic in Egypt. Present circulation 
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innovative, and courageous approaches to the promotion of health and integrated development. A complete list 
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